All diseoses in Part | musy be cavsally related.

- .&‘. ‘
) Dr * I‘IOhBﬁ?E%%I?Y B?&P'%EOR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

,,,,,,,,,, 29-012383 .

STATE FILE NUMBER

MARRIEDT ] NEVER MaRRIEOIR
wIDoweD[ ] ovorceef]

female white

400
F“£D APR 2 7 1959tratiaq Dristrict Mo o ___ Q&_a_-,,_....,..l:’rimmy Registration Piﬂriﬂ NU-..._..lO.Q.O __________ Regisfrnr's No. e
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: R“rlld.n“ b;fore
. . STATE .. . b. COUNTY a "'""'°"
o COunTY Buchanan . Missouri Luchuan
b. CgRY (I outside corporate limits, give TOWNSHIP only} Inside Limits <. chY otf 7 Insada Limits
TOWN Yes No ] TOWN St., JQSBDh & Yes[X] Ne[)
. Egé.rl’_l.lFlAf\%ROF {If NOT in hospital, give location} | Length of stoy in 1b d. STRD%EES (If outside, give location) Reside on Farm
A ADDRE
insTiTuTion _ State Hosp. #2 67 vears 2124 S. 9th St. Yes ] No [
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yeor
{Type or print) OF .
BERTHA none KOLBE DEATH April 20, 1959
5. SEX 6. COLOR OR RACE] 7. &8 DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS.

Menths | Days Howrs Min.

6715:: birthday)

June 15, 1891

100. USUAL OCCUPATION {Give kind of work dene

dunng st of working life, even if ratired)
phdy ~ wrapper

10k, KIND OF BUSINESS OR

INDUSTRY, ,
C il

11. BIRTHPLACE {City and state or country}

12. CITIZEN OF WHAT COUNTRY?

S5t. Joseph, Ho. UsA

13a. FATHER"S NAME

Joseph kolbe

13b. MOTHER'S MAIDEN NAME
Mary Crossen

14. NAME OF HUSBAND OR WIFE
A ———————

15. WAS DECEASED EVER [N U. §. ARMED FORCES?
(Y--,ﬁtbur unknqum)](ll yos, give wor or dates of service)

16, SOCIAL SECURITY NO.
none

V7. INFORMANT
State Hospital #2 Records,St.Joseph,iio.

Address

18. CAUSE OF DEATH (Enter only one cause per line for (), {b), ond (c}.}
PART |. DEATH WAS CAUSED BY:

INTERVAL BETWEEN
SET AND DEATH

IMMEDIATE CAUSE (o) Arteriosclerotic heart disease years
Conditions, if any, DUE TO (b) Malnutirition unlaown
which gove rise ro
obove couas [a},
stating the wnder-
g lying causa last. QUE TO (C)
= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease conditlen given in PART | {a) 19. WAS AUTOPSY
B PERFORMED?
T ya2el YES{] NO[X 2
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.}
w
v O (] |
Ol 20c. TIMEOF  Hour Month, Day, Year
S INJURY  a.m,
‘E p.m.
20d. INJURY OCCURRED e, PLACE OF INJURY {s.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, factery, street, office bldg., etc.}
WORK AT WORK L 1 L
21. | ottended-the deceusad from 4/20/1959 . fo 4/2| /1959 ond last lnwg alive ¢:m4'/‘2'("/‘1959
Death occurred ot 1:00 P t on the date stated above; and to the bast of my knowledge, from the couses stated,
220, (Degree or ti 22b. ADDRESS 72¢. DATE SIGNED
%MM W}‘}ﬂ D State Hosp.#2,St.Jgseph,Mo. 4/20/19%
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {State}
burtal = | 4/22/1959 Asilend Cexetery St. Joseph

24. FUNERAL DIRECTOR ADDRESS

A,W St. Joseph, lio.

25. DATE RECD. BY LOCAL REG.

26 REGISTRAR'S QENATUE ! Z

{Licensed Embulm«%:u:{i%o{{{?




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY ME, OF DY it e et i eis s s s e e e aes s n e s aan e en e nnae .+ Student Embalmer No. ...................

working under my personal supervision.

Student ..ooerii e e
Signature of Student Embalmer

o
Licensed Embalmer.No.....%.3.2. 37..
P. 0. AddreSSA‘é%....(a@@'
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




